illness during his childhood.
The patient is a sallow, greasy-skinned youth some 5 ft. 4 in. in height. The lower limbs show severe genu varum, the knees being 5 in. apart, with the malleoli in contact. Curvature has taken place at both knees, more so on the left side. In each instance the femur and tibia share in the deformity, the tibia showing the greater change. Palpation reveals just above the inner condyles of the femora a small expansion of the bone at the level of the epiphyseal cartilage. There is no such change in the tibie. Examination of the bony parts elsewhere shows: the lower ends of the radius and ulna seem expanded; the radial styloid is lower than usual; no other notable bony abnormalities are to be found; the trochanters exhibit nornmal relationships. Visceral ' At the Annual General Meeting of the Sub-section, held May 4, 1920. findings: Severe gingivitis; throat and tonsils negative; heart and lungs normal. Abdomen: The spleen is slightly tender and descends to two finger-breadths below the ribs on inspiration; nothing else of note. Examination of glands and joints yields negative results. Urine: No albumin, no sugar. Wassermann reaction negative. Blood examination: Red cells, 5,100,000; colour index, 095; leucocytes, 21,000; polymorphs, 85 per cent.
Radiograms show changes in the bones concerned that are fairly typical of rickets. The epiphyseal interval is increased and the adjoining parts of the diaphyses and epiphyses show rarefaction with a billowy sort of appearance. In the case of the femora the softened tissue projects on the inner side, as it were squeezed out. Both in the femora and in the tibiae these changes affect only the inner aspect of the epiphyseal region. On the outer sides fusion of epiphysis and diaphysis seems already to have taken place. At the wrists identical changes are seen at the epiphyseal lines in their entirety. Apparently, there is delayed growth of the ulnae, the line lying much higher than that of the radius. In addition, the line in the radius has a curious obliquity directed downwards and to the radial side. The hip regions present no pathological change.
The feature of the case chiefly meriting attention is the curious selective action of the pathological process at the epiphyses in the knee region. Accepting the process as being essentially the same as rickets, we have to decide whether the case is one of late rickets or of continued rickets. If it is a case of continued rickets, why has fusion occurred already on one side of the epiphyses, two years in advance of the usual date? I can find no information as to whether the two sides fuse simultaneously in the normal individual; it seems a point worth investigating, but in any case it is difficult to see how such fusion could occur in face of a pathological process of the extent now present in the inner epiphyseal zones.
The question of the production of the deformity, given fusion of the outer zone and greater pressure on a wide band of soft bone at the inner zone, seems to present no great difficulties.
The history would appear to indicate a somewhat deficient growth of bone in general. We have physical signs of a toxoemia-a large spleen, and a pasty, greasy skin. The gingivitis may be the sourcethe therapeutic test should decide this question for us. We do not know its duration however; from the history of the deformity and from the peculiarities at the knees already pointed out, it would appear to be recent. It would be an advantage to know whether in addition the case is not complicated by some glandular insufficiency. There is no evidence for placing the case in the category of "nephritis associated with deformities at the knees," described in the Lancet of January 3, 1920.
The treatment to be adopted will be as follows: (1) Attention to general hygiene and dental toilet. (2) Thyroid feeding for a while.
(3) Gradual correction of the deformity by screw pressure on metal plates embedded in plaster cases gripping thighs and legs. (4) After a suitable period of recumbency, sufficient to procure correction, the wearing of knee splints with moulded thigh and calf pieces, and irons to the ankles.
DISCUSSION.
The PRESIDENT: I quite agree that this interesting case resembles rickets, but the condition is not typical of this or of any other definite disease. The most important question is, what treatment should be carried out ?
Mr. R. C. ELMSLIE: I suppose we must call this late rickets, but in most of the cases that have been described under that name the changes have been more characteristic of rickets than are those seen in this boy. The bone changes which we call "rickety" are apparently not always due to the same cause; thus in renal insufficiency in children and also in cases of intestinal infantilism we see epiphyseal changes and deformity of the long bone indistinguishable from those of true rickets. In this case the changes are also similar to those of rickets and here chronic sepsis is the cause. The indications for treatment are, evidently, first to combat the septic condition and secondly to vary the diet, giving particularly such food as we know from our experience of rickets will assist ossification.
Mr. MARSHALL (in reply): I intend to treat the case by combating the septic condition and by dieting; I have also been trying thyroid extract. I propose to take him into hospital, and acting on the assumption that if the bones will bend out of shape, they can be bent back into shape-to attempt to correct the deformity by pressure.
Case of Paralytic Dislocation of the Hip.
By R. C. ELMSLIE, F.R.C.S. THE patient is a boy, aged 15. He had infantile paralysis as a baby. The right lower limb is now affected. The limb is 3j in. short. The muscles around the hip are fairly strong; all groups seem to be active. The thigh muscles are active, but below the knee the tibialis anticus is missing, the rest of the anterior tibial group and the peronei being active. The calf muscles are absent, with the' exception of the long flexors of the toes. There is talipes calcaneo-valgus. There is a scar on the outer side of the foot; what operation has been performed I do not know. The hip is dislocated, the head of the femur being palpable at the level of the anterior superior iliac spine, the femoral neck is apparently much anteverted. An X-ray photograph shows that the femoral head is well formed, but that the acetabulum is shallow and the upper margin much flattened.
True paralytic dislocation of the hip is in my experience very rare, if it ever exists. One can understand a dislocation occurring in a case of
